To make a special study of the arrangements made in hospitals for the welfare of ill children -as distinct from the medical and nursing treatment -and to make suggestions which could be passed on to hospital authorities. (Ministry of Health, 1959: 1) Membership of the Platt committee included two surgeons, two physicians, one nurse/midwife and one Registered Sick Children's Nurse. From 195 to 1958 it met 20 times to consider written and oral evidence from a number of organizations including the Royal Colleges, The Tavistock Institute for Human Relations and the National Association for Maternal and Child Welfare. As the Committee's opening statement identified, their study had everything to do with the 'question of visits to children in hospital ' (1959: 1) ; a point they reiterated later on by stating: 'we regard the welfare of the child as an in-patent as the central subject of our enquiry ' (1959: 1) . For, as they explained, this issue had already been the subject of three memoranda sent between 1949 and 195 asking hospital authorities to allow daily visiting of children in all hospitals (MoH, 1959) , but had been resisted by the majority, including leading children's hospitals (Bradley, 2001 ) who continued to restrict parental visits to little more than a few hours a week. Even though their final recommendations were in favour of unrestricted visiting this did not lead to immediate change in practice and it was to take another three decades before this became the norm. Nonetheless, their report represented a landmark in the welfare of children in hospital.
The Platt Report was timely and brought about by a convergence in public opinion due to changes in society and systems of hospital care -not least developments in psychological research which challenged the established orthodoxies of both the nursing and medical professions, not only in the UK but in other countries throughout the Western world. The Platt Report has been instrumental in changing the profession's attitudes and relationships with parents in the UK and this, alongside other trends at national and international level, has led to increasing participation by parents in the care of their hospitalized child.
The hospitalization of children 1850-1910: factors which limited visiting and care by parents
The fact that the vast majority of children's hospitals and wards across Britain resisted daily visiting at the time of the Platt Report may only understood by a return to the past. In the 19th century most of the major cities had built their own children's hospitals which included prestigious institutions such as The Hospital for Sick Children, Great Ormond Street, London (built 1853), the Royal Manchester Children's Hospital (built 1855) and The Royal Hospital for Sick Children, Glasgow (built 1883). These were independent institutions funded entirely by voluntary subscription and, as Lomax's (199) extensive research into the development of children's hospitals in Victorian Britain showed, were set up to provide treatment for 'the deserving poor' . Children could only be admitted if their parents sought and were given a subscriber's letter of recommendation. Reflecting Victorian values, pauper children of the 'undeserving poor' , that is those whose parents were on parish relief, were sent to workhouse infirmaries whilst middle-class children were cared for, and even operated upon, within their own homes until well into the 20th century. Children's hospitals in Canada (CoppesZantinga and Mitchell, 1997) and in the United States of America (Hendricks and Foster, 1994) were also set up to care for children of the poor, funded by voluntary contributions. In Rivett's telling phrase, these hospitals were 'responsible only to themselves ' (1998: 7) and had their own ways of working; including regulations about admissions as well as visiting times by parents which were strictly enforced.
Most of the early children's hospitals excluded infants and children under the age of two on humanitarian and pragmatic grounds. Famously, George Armstrong, who pioneered the first British 'Dispensary for the Infant Poor' in the latter part of the 18th century and which provided an out-patient system of medical treatment and home visiting, was against in-patient care, that is, hospitals, for sick children, arguing that:
But a very little reflection will clearly convince any thinking Person that such a Scheme as this can never be executed. If you take away a sick child from its Parents or Nurse you break its heart immediately. (Still, 195: 422) More pragmatic objections centred on the threat of cross-infection caused by the admission of children with diseases such as diphtheria, typhus and measles, which were a major cause of infant mortality. Voluntary hospitals could not afford serious outbreaks of these, which could result in ward closures, costly disinfections and, not least, high inpatient mortality which was greatly off-putting to would be donors (Lomax, 199) . Babies and small children also required more nursing care and were more costly to care for than older children. However, as the 19th century progressed this exclusion policy wavered, so much so that by the 1880s more and more hospitals were reluctantly accepting their admission whilst the East London Hospital for Sick Children set up the first dedicated ward for infants (Lomax, 199) .
Although in the early days of children's hospitals there are accounts of mothers being allowed to stay with their sick child in the UK (Lomax, 199) and the USA (Hendricks and Foster, 1994) , by the 1870s mothers were effectively excluded from participating in their child's care and restricted to a few hours visiting a week. Visitors, including mothers, were seen as the means of introducing potential life threatening infections that were not always amenable to cure in this pre-antibiotic age. From the 180s onwards, innovations such as anaesthesia and asepsis meant more ambitious surgical procedures became possible and safer. For example, surgery for orthopaedic disorders due to infections such as tuberculosis and osteomyelitis which affected many children became commonplace. Surgery to drain or try to remove the source of infection was the only available option to save life and prevent deformities. Accounts from this time show children often had multiple operations and were hospitalized for long periods, with some being transferred to convalescent homes attached to or associated with the hospital.
As the century advanced nursing care became more skilled and technical in response to surgical and medical innovations and amidst this progress the child's need for their mother's love and care seems to have been lost. The prevalent view by doctors and nurses from the 1870s onwards was that children were better off removed to hospital and away from their poor, unsanitary homes and mothers who were unable to provide the care and treatment they required. Few were as enlightened as James H. Nicholl, a surgeon, at the Glasgow Hospital for Sick Children (1894 Children ( -1917 , who pioneered day surgery for procedures such as hernia, pyloric stenosis and cleft palate arguing that 'in children under 2 years of age there are few operations indeed that cannot be as advantageously carried out in the out patient departments as in the wards' (Nicholl, 1909: 753) . He believed hospitalization was neither necessary nor beneficial and was supported by a team of nurses who made daily visits to children in their own homes. He noted, 'with a mother of average intelligence, assisted by advice from the hospital sister, the child fares better at home' and stated that 'separation from the mother is often harmful' (Nicholl, 1909: 753) . However, his views were exceptional and for almost 50 years the majority of children, whether cared for in the prestigious children's hospitals, workhouse infirmaries, sanatoriums for infectious diseases or convalescent homes, were separated from their mothers and family and restricted to a few hours visiting a week. By the 20th century children's hospitals on both sides of the Atlantic had become 'depersonalised scientific institutions dominated by both male and female professionals' (Coppes-Zantinga and Mitchell, 1997).
Hospital visiting of sick children 1910-1950: the rise and fall of behaviourism
In the first half of the 20th century, as Cunningham observed, 'children were rarely seen as individuals, more as a collective problem to be solved … and institutionalisation reached new peaks ' (200: 178) . Working-class children could now be consigned to hospitals, workhouse infirmaries and state schools whilst middle-and upper-class children, although spared these, had their own institutions in the form of public schools to which they were packed off at the tender age of seven. Child-rearing practices reflecting the spirit of the age and behaviourism, and aimed at producing 'obedient and well-disciplined children -and future adults' , became the dominant model (Cunningham, 200:178) . This seemed ideally suited to the needs of Western capitalist societies, and in particular Great Britain, which needed young men of this ilk to defend and administer the British Empire which still coloured half the globe pink and counted amongst its colonies Australia, Canada and New Zealand. Behaviourism, based on the theory of stimulus and response, which originated with Pavlov's experiment on salivating dogs, had many advocates. Principal amongst these was John B. Watson, an American, whose scientific principles of child rearing included the following advice:
Treat them as though they were young adults. Never hug and kiss them, never let them sit on your lap. If you must, kiss them once on the forehead when they say goodnight. Shake hands with them in the morning ... try it out … In a week's time you will be utterly ashamed of the mawkish, sentimental way you have been handling it. (Watson, 1928: 12) Likewise, Frederic Truby King (1923) , another behaviourist, advocated infant rearing based on no more than his observations of sheep raised on the farm attached to the psychiatric hospital in New Zealand where he was a medical superintendent. He advised mothers to breastfeed their babies by the clock every four hours during the day, omitting night feeds, and not to cuddle or comfort their babies when they cried lest they become spoilt. Truby King was the child-rearing expert of the interwar period and his ideas were widely taken up by middle classes and filtered their way into the medical and nursing professions.
By the 1920s hospitals had become grim places for children as evidenced by Jolley's research (2004) based on the oral histories of former child patients cared for in British hospitals from this period onwards, as well the former nurses who cared for them. This showed that former patients remembered nurses as being uncaring because they did not demonstrate affection whilst former nurses recollected caring for their patients but hiding their affection. Whilst their physical needs were taken care of, children's emotional and psychological needs were not and they continued to be deprived of their parent's presence because of restrictions on hospital visiting. There were some honourable exceptions; J.C. Spence, a paediatrician working at Newcastle-upon-Tyne Babies Hospital, set up a resident mother and baby unit in 192, whilst Agnes Hunt, matron of Oswestry Orthopaedic Hospital during the 1930s, introduced open visiting.
In the lead up to World War Two behaviourism was challenged by a new wave of researchers. Harry Edelston (1943) , a British psychiatrist, was able to show a correlation between hospitalization and anxiety disorders in children based on research he had done in the late 1930s. At the same time, John Bowlby (194) , at the London Child Guidance Clinic, was researching the biographies of 44 juvenile thieves and finding that a significantly high number had experienced early and traumatic separation from their mother. By 1939, Bowlby was already drawing attention to the notion of maternal deprivation in an open letter to the British Medical Journal which criticized government plans to evacuate a million children from towns and cities which were under enemy attack to the safety of the countryside. Controversially, Bowlby and his co-signatories pointed out that the psychological danger of removing children under the age of five years from their mothers far outweighed the dangers of leaving them in cities (Winnicott et al., 1939) . In the late 1930s René Spitz, an American, was also identifying the deleterious effects of hospitalization based on his research with institutionalized children (Spitz, 1945) .
This synthesis of evidence, based upon empirical research from both sides of the Atlantic, seemed to support the premise of maternal deprivation and challenged the notion of behaviourism which was further undermined by the actual experiences of ordinary parents who were separated from their child due to evacuation or war. To more thoughtful members of society it became apparent that the obedient personality type which 'emerged from a Truby King upbringing would be more suited to the German Third Reich than a country fighting for democracy' (Cunningham, 200: 202) . At the same time there was growing realization that the system of healthcare in Great Britain needed radical reform to replace what Webster described (2001) as the chaotic mixture of hospital services that existed in the interwar period when voluntary hospitals provided 25 per cent of beds and municipal infirmaries, many of which were former workhouse infirmaries, provided the rest. Although voluntary hospitals had been set up to provide free treatment, by the 1930s these were in serious financial difficulties and had become fee-charging institutions. During the war the Emergency Medical Service, set up to deal with civilian casualties, provided a blueprint of what a comprehensive system of hospital care could deliver. The publication of the Beveridge Report in 1942, which put forward proposals for a National Health Service (NHS), gained widespread support. The post-war consensus for a more equal and fair society led to the setting up of the National Health Service in 1948 which took over responsibility for former voluntary and municipal hospitals and made possible national policy directives, such as the Platt Report, to instigate change and improve the delivery of care.
The question of visits to children in hospital: 1950-1959
In post-war Great Britain there was little change for hospitalized children who continued to be subject to restrictive visiting practices, as did their counterparts on the other side of the Atlantic. For example, Doreen, aged seven, was admitted to the Alberta Children's Hospital, Canada with Stills Disease and remained hospitalized for three years from 1948 to 1951. During this time her mother was allowed to visit for one hour every Wednesday and her father for one hour every Sunday (Coppes-Zantinga and Mitchell, 1997). A major objection by doctors and nurses to extending visiting hours for parents centred on the danger they posed of introducing infection into hospital wards. The effective use of drugs, including Sulphonamides introduced in the 1930s and Penicillin in the 1940s, to overcome most infections did not dent this position. Neither did evidence from two plastic surgeons in New Zealand who identified that they did not have a single infec-tion in the course of three years in the mother and baby unit they provided to treat conditions such as cleft lip palate, harelip and hypospadias (Pickerill and Pickerill, 1945 ). Likewise, a major review of the records of children admitted to 2 wards, in 14 hospitals, over an 11-month period showed no correlation between rates of cross infection and visiting (Watkins and Lewis-Faning, 1949) . The real objection to visiting was of course the danger it posed to the traditional working practices of doctors and nurses. As Titmuss had prophesized, 'One of the new problems is the danger that the hospital may tend increasingly to be run in the interests of those working in and for the hospital rather than the interests of the patients ' (1958: 122) . The NHS may have come under state control but at grassroots level hospitals remained as they always had, that is, under the control of consultants and to a lesser extent the ward sisters. This is borne out by the Minister of Health's request in 1950 for all hospitals to make arrangements to allow children to be visited by their parents or guardians. As a later audit revealed, this had been resisted by the majority with only 300 out of 1300 hospitals allowing daily visiting whilst 150 actually prohibited it (CHSC, 1953) . To most doctors and nurses at this time:
The hospitalised child was considered essentially a biological unit, far better off without his parents who, on weekly or bi-weekly visiting hours, were fundamentally toxic in their effect, causing noise, generally disorderly conduct, and rejection by hospital personnel. (Hunt, 1974) However, as James Robertson, a social worker, was able to show from his research which began in the late 1940s, young children in hospital separated from their parents, whether in short-or long-stay wards, suffered distress and professionals misinterpreted the children's reactions to this. He identified that children react in three distinct stages, protest, despair and denial (Robertson, 1958b) . To the uninformed the second stage, that is despair, might be interpreted as the child settling into the ward when if fact they were exhibiting hopelessness at their situation. Likewise, during the third stage, that is denial, the child is actually registering detachment, which results in them rejecting the mother and her affection when they are reunited. Robertson's descriptions of his findings makes painful reading. For example, in this excerpt he describes Laura, aged two years, who has just undergone a hernia repair and is being visited by her parents:
Laura is very distressed -'I want to go home' -and tries to get to her mother but a nurse restrains her because of her stitches. She turns away from her parents in despair and covers her eyes. Being too young to understand she is acutely disappointed that her mother does not take her in her arms … As they leave she looks subdued and perplexed, as if overcome by the (to her) inexplicable fact that her parents who have hitherto protected her are leaving her alone in her distress. (Robertson, 1958b: 24) In 1951, Robertson had been invited to present his findings at the British Paediatric Association. However, these were dismissed and he decided a different approach was needed to get his message across which resulted in the film A TwoYear-Old Goes to Hospital (1953) . After viewing this, some paediatricians and nurses were won over, most notably Dr Dermot MacCarthy and Sister Ivy Morris from Amersham General Hospital who later agreed to his second film Going to Hospital with Mother being made on their ward (1958a). Robertson's account of showing his first film in the USA during 1953 is interesting, for whilst American academics and professionals accepted his findings were applicable to British children, they felt this did not apply to American children who were less cosseted and therefore not so upset at being in hospital (Robertson and Robertson, 1989 ). Robertson's tour of Washington Children's Hospital confirmed to him that American children experienced the same distress as British children. At this hospital, mothers of private patients were allowed to stay with their child whilst those of semi-private patients, presumably because they paid less, were only allowed to stay for 12 hours daily. Sadly, Robertson noted tensions between the mothers and nurses on these wards which sometimes resulted in mute hostility. For working-class children, whose care was funded by charity, visiting was restricted to twice a week for two hours and mirrored that allowed in most British hospitals. Even so, within America there were those, such as Gofman et al., (1957) , who drew attention to the adverse emotional effects of hospitalization on children and Gellert (1958) who also called for frequent visiting by parents to minimize these. Clearly on both sides of the Atlantic and across Europe there were those who were in favour of unrestricted visiting and those who were not. Perhaps this was an issue that divided healthcare professionals along generational lines, as Robertson noted, when he showed his film to audiences in Denmark, Great Britain, France, Holland, Norway, the USA and yugoslavia, it was the senior professionals who were resistant rather than the younger one who were more open and accepting of his findings.
Back in Britain the debate about daily visiting was played out in the pages of the medical press with hospitals such as Great Ormond Street (Moncrieff and Walton, 1952) and the Children's Hospital Sheffield (Illingworth and Holt, 1955) stating they had taken the novel step of introducing daily one-hour visiting for parents. By 195 The Lancet was able to report, without a trace of irony, that only 10 per cent of hospitals now restricted visiting to one day a week. This snail-like response to introduce daily visiting, despite repeated requests by the Minister of Health, led inevitably to the setting up of the 'Welfare of Children in Hospital' Committee, under the chairmanship of Platt, in 195. Evidence was invited from parents and health professionals as well as representatives from children's organizations and most notably James Robertson and John Bowlby. James Robertson also appeared in front of the committee with Dr Dermot MacCarthy to present his film A Two-Year-Old Goes to Hospital but his request to the British Broadcasting Corporation (BBC) to show this on national television was turned down by the Director who, after consulting medical opinion, considered it would cause anxie-ty to ordinary families. Platt subsequently suggested instead that he shape his evidence into a book which was later published, to international acclaim, as Young Children in Hospital (Robertson, 1958b) and translated into eight languages. The Committee was scrupulously fair and took evidence from both sides of the debate including the Association of British Paediatric Nurses who, reflecting the status quo, felt that too frequent visiting should not be encouraged and that a great deal of infection was brought in by visitors (Bradley, 2001 ). The Platt Committee, after weighing up all the evidence published their report in 1959. Given the widespread resistance by most professionals and hospitals to daily visiting and care by parents it was radical both in its tone and vision as well as its recommendations which, in the context of this paper, are summarized below:
• Children should not be admitted to hospital if it could be possibly avoided.
• Parents should be allowed to visit their child whenever they can, and to help as much as possible with the care of the child.
• Consideration should be given to the admission of mothers with their children, especially if the child was under five years of age.
• Children and adolescents should not be nursed on adult wards.
• The sister in charge of the ward should be a RSCN (Registered Sick Children's Nurse), as well as a State Registered Nurse (SRN).
• The emotional needs of children should be stressed in refresher courses for ward sisters.
Post-Platt, 1959-1980: from exclusion to toleration of parents
The Platt Report represented a break with the untested traditions of the past and a move towards a more humanitarian approach to the care of hospitalized children. Post-Platt, Robertson continued to disseminate his findings and wrote a series of articles for the Observer and Guardian newspapers. Finally, in 191, the BBC agreed to televise his films and when he introduced these on live television he asked parents to submit their good and bad experiences of hospital care to him, which were later published under the title Hospitals and Children: A Parent's-Eye View (192), with a Foreword by none other than Platt himself who wrote:
In the last few years the admission of mother with child and the encouragement of unrestricted visiting, have been increasingly welcomed by children's hospitals. But tradition and the difficulty of adapting existing hospital structures have curbed the pace of reform. It is therefore of great importance that Mr Robertson should continue to remind us all that all is not yet well. In this new book he returns to the attack with the powerful evidence of those who, best of all, can speak for the inarticulate child -the parents. (Robertson, 192: 3) It was true to say that all was not well, as many parents experienced when they found their attempts to have 'unrestricted visiting' to their child thwarted. In 190, a group of mothers from Battersea published a letter in the Guardian describing their how their attempts to visit their children had been blocked by nursing and medical staff. Hundreds of mothers responded to this, which led to the setting up of Mother Care for Children in Hospital, which later became the National Association for the Welfare of Children in Hospital. As Bradley (2001) noted, it was ultimately pressure from this organization and the public which brought about change rather than the nursing profession, which throughout the 190s and 1970s continued to resist unrestricted visiting. The debate about visiting, spearheaded by NAWCH, who had also recruited sympathetic nurses and doctors to their ranks, was now carried out in the national press as well as on television. By 199, a NAWCH survey of 7 hospitals showed that only 57 per cent allowed unrestricted visiting. Closer enquiry revealed that the term 'unrestricted visiting' was an elastic one and wholly dependent upon the discretion of the consultant or sister in charge. In reality this could mean visits between 10am and pm or, as in the case of one London hospital, a daily visit of half an hour. Heartbreakingly, this also included children in 11 isolation wards who were allowed visitors but could only see them through a glass screen. A similar picture emerged from the USA where a survey of 3 hospitals found only 2 per cent allowed unrestricted visiting which they interpreted as 24-hour visiting (Fagin and Glatter Nusbaum, 1978) .
The desire to pursue a more humanitarian approach to the care of hospitalized children was part of a broader trend within the developed world. As evidenced by the literature, hospitals across Canada and the USA were allowing parents, and in particular mothers, to have more access to their children in hospital and participate in their care. During the 190s, the Hospital for Sick Children, Toronto introduced a scheme to allow parents to help care for their hospitalized child (MacDonald, 199) and by 1978 most hospitals in Canada has taken steps to liberalize visiting hours to reduce what was now accepted as the harmful emotional effects of hospitalization (Roskies et al., 1978) . In the USA, Care-by-Parent Units, which enabled mothers to be resident and care for their child under the supervision of a nurse, were being promoted to improve not only quality of care but enable cost savings for the hospital (Caldwell and Lockhart, 1981; James, 1972; Vermilion et al., 1979) . Of particular interest, in view of the Platt recommendations, was that one large randomized controlled study in the United Kingdom not only identified how resident mothers benefited the children but also how nurses were not necessarily in favour of this. Brain and Maclay's (198) study of 197 children who underwent tonsillectomy and adenoidectomy found that those accompanied by their mothers had significantly lower rates of post-operative complications, including infection and emotional distress, than those who were unaccompanied. However, nurses involved in this experiment stated that they would have preferred the children to be admitted on their own although they did concede that mothers were a great comfort to the very young children. The nurses felt it was much easier to carry out procedures when the child was alone and they could make more personal contact with the child. Lastly, they found a few mothers, that is, four out of a total of 98, difficult. In hospitals such as this, parents were tolerated rather than welcomed and it probably explains why some parents were not quite sure about what they were allowed to do when visiting or resident with their child. As Pill (197) found, nurses tended to withdraw from interactions with the children when their mothers were present and did not always assist mothers or give them a lead about what they could be doing for their child. Even so, some nurses had changed their practice in response to the Platt Report and did welcome parents, as evidenced by the article 'Where Resident Parents Are Welcome' , written by Sister McElnea (SRN, RSCN) from the Hospital for Sick Children, Great Ormond Street (1971). However, variation in terms of visiting and care by parents between hospitals and wards persisted. Hawthorne (1974) , who researched nursing care in 11 hospitals, using qualified nurses as observers to help interpret events, found 'unrestricted visiting' ranged from 24 hours a day to just a few hours. In wards where the Platt recommendations about visiting and care by parents had been incorporated into practice children were less likely to be found alone and miserable. A point graphically illustrated in the title of Hawthorne's (1974) (Davies, 2008) . Not enough to ensure that every ward had a ward sister with the RSCN qualification, let alone that children be cared for by a children's nurse who presumably had, unlike some of their predecessors, been educated to be mindful of the emotional and psychological needs of children.
The shift at national and international level towards parental participation in the care of hospitalized children:
1980-2009
In 1982, NAWCH surveyed all the children's wards in England and found widespread variation in unrestricted visiting (Thornes, 1983) . In the London area, 82 per cent allowed unrestricted visiting but this dropped significantly in places such as the West Country (47%) and Northern England (21%). However, it was found that overall 89 per cent of wards were able to provide some form of overnight accommodation for parents, although it was noted that this figure hid some extremes, with some not providing any. By now it would seem a new generation of nurses and doctors were in charge of the wards and taking on board the Platt recommendations, as reflected in the NAWCH charter which stated that: children have the right to have their parents with them at all times, provided this is in the best interests of the child. Accommodation should therefore be offered to all parents, and they should be helped and encouraged to stay. (NAWCH, 1984: Item 2) By 1988, the Royal College of Nursing and the British Paediatric Association were supporting a NAWCH study and report (1988) which advised that all parents of children under the age of five years should be offered overnight accommodation. Parents were now being seen, by some forward thinking hospitals, as partners in care. For example, Staff Nurse Bishop (RSCN) from Walsgrave Hospital, in an article in the Nursing Times wrote, 'Nurses must not see parents as visitors but as integral members of the care team ' (1988: 1) and criticized those who were reluctant to change their practice because of their fear of loss of control and traditions. In their last survey of hospital visiting NAWCH (198) was able to report that 85 per cent of wards allowed open access to parents but estimated that although 7 per cent of parents were welcomed, 24 per cent were only accepted and 9 per cent were merely tolerated.
During the 1980s, research findings from the UK (Keane et al., 198; Sainsbury et al., 198) , Canada (Evans and Robinson, 1983) , the USA (Stull and Deatrick, 198) and Ireland (Taylor and O'Connor, 1989) identified the benefits of resident parents caring for their children in hospital on both humanitarian and cost-savings grounds. For example, in Ireland, Taylor and O'Connor (1989) claimed that this meant nurses provided less 'mother-craft care' and resulted in shorter hospital stays representing an economic saving to the hospital as well as meeting the emotional needs of the child. Cleary (1989) , in Wales, identified that Care-by-Parents worked for the child because they spent less time alone and had most of their care from a familiar person. In contrast, the unaccompanied child was cared for by a series of nurses and spent more time alone and crying. This study found that nurses welcomed parental involvement in their child's care and did not feel that teaching them clinical skills, such as taking a temperature or giving a naso-gastric feed, conflicted with their professional status. During the 1980s there was a renewed focus by the UK government on the distinct needs of children due to a number of sentinel events and it is worth noting that in these deliberations recommendations from the Platt Report were referred to. This resulted in funding to increase the number of RSCNs in practice and the number of children's nurses qualifying annually expanded rapidly after the introduction of direct entry at pre-registration for children's nurses (Child Branch) in 1994 and meant that more children's nurses were not only in charge of the ward but, importantly, at the bedside (Davies, 2008) .
International events were also influencing the health agenda of children and not only in the UK. In 1988, the European Association for Children in Hospital set out The Nordic Charter for Children and Youth in Health and Hospital Care, which echoed some of the earlier Platt recommendations by stating:
• Children shall be admitted to hospital only if the care they require cannot be equally provided at home or on a daily basis as an outpatient.
• Children in hospital shall have the right to have their parents or parents' substitutes stay with them at all times.
• Accommodation in hospital should be offered to all parents and they should be helped and encouraged to stay with their child.
• Children shall be cared for together with children who have the same developmental needs and shall not be admitted to adult wards.
• Children shall be cared for by staff whose training and skills enable them to respond to the physical, emotional and developmental needs of children and families. (NOBAB, 2008: 3) Although this has since been adopted by 1 European countries, as well as Japan, it worth noting Brandazzi's (2008) recent observation that these recommendations have not been implemented in all of these. In 1991, the UK, in line with most of the world (with the exception of the USA and Somalia) ratified the United Nations Convention on the Rights of the Child (1989). This not only set out children's entitlements to healthcare, but in the context of this paper, stated that children should not be separated from their parents (Article 9, 1989) .
By the 1990s the notion of family-centred care, defined by Franck and Callery (2004) as parental participation in children's healthcare, was being widely promoted within paediatric nursing and government policy in the UK. Familycentred care was also set to become the focus of much research at national and international level by nurses themselves. However, as findings from these studies showed, being the parent of a hospitalized child was not an easy or straightforward task. Darbyshire's (1995) study, into the 'lived experiences' of parents and nurses on a UK hospital ward, found that 'parenting in public' was difficult for them, given they were being expected to carry out hitherto private child care functions in a public, judgemental and even scrutinizing area. Coyne (1995) found widespread variation in what was construed as parental participation in her review of the American and British literature. This ranged from total involvement in their child's care on the one hand to complete deference to professionals on the other. Whilst some studies showed parents wanted more involvement in their child's care others indicated they wanted less because of the stress this entailed. Findings seemed to suggest the need for better communication as well as clarity and negotiation between parents and nurses about the nature and extent of parental involvement. In this respect, as Shields and Nixon (2004) have pointed out, assumptions about parental participation have been based on Western values. Research by Shields and King (2001) into the care of hospitalized children in developing and developed countries, including Indonesia, Thailand, Australia and the UK, has therefore been illuminating. A common finding across all countries was the need for communication between parents and staff. Reflecting cultural differences, Australian and UK parents wanted to make decisions about their children's care, whilst Indonesian and Thai parents, whose cultures are influenced by class and systems of patronage, did not (Shields and King, 2001 ). Findings from this study not only give an invaluable insight into the cultural constructs of parental participation, but perhaps indicate how paediatric nursing has developed as an academic discipline and taken on board a more worldwide view of practice. A recent study by Swedish researchers (Soderback and Christensson, 2007) into the care of hospitalized children in Mozambique found that nurses valued the mother's presence and their involvement in care and used a common phrase, 'the child's bed is the mother's bed' , to describe this. A phrase which will resonate with paediatric nurses today, regardless of country, and which no doubt would have found favour with the Platt Committee all those years ago.
Fifty years after the Platt Report first recommended that parents should be allowed to visit their children whenever they can, and help in their care, is now perhaps taken for granted by some paediatric nurses in the UK as well as other parts of the world. It may be that research over the last 20 years into parental participation or family-centred care has informed our thinking in relation to this (Franck and Callery, 2004) if not our actual practice. However, research studies into the care of hospitalized children have in the main focused on parents' perspectives and, as Coyne (200) has identified, there is a dearth of research that focuses on children's perceptions of hospitalization. If we are to meet children's needs in the 21st century we need to address this and focus our efforts on research with them; an approach which values them as active beings in their own right rather than as the passive recipients of professional or parental care (Tisdal et al., 2009) .
Conclusions
By the time of the Platt Report the tradition of excluding parents from visiting their children or participating in their care had become deeply embedded in practice due to a number of factors. The report represented a break with this past in recommending that 'Parents should be allowed to visit whenever they can, and to help as much as possible with the care of the child' (Ministry of Health, 1959: 38) . In the first two decades after its publication the majority of nurses continued to resist unrestricted visiting as well as parental participation so overall progress was slow. Nonetheless, the report became a big policy stick with which to metaphorically beat those who opposed progress and was used effectively by organizations such as NAWCH who could now base their demands for unrestricted parental visiting and participation in their children's care on this recommendation.
Changes occurred at an accelerated pace from the 1980s onwards due to a new generation of nurses and doctors being in charge of the ward who were receptive to the Platt recommendations. Ten years later, most of these had been implemented and paediatric nurses were building their own evidence base in relation to family-centred care or participation by parents in their children's care. The rapid increase in the number of children's nurses in the UK since the 1990s, due to sentinel events and changes in nursing education, also meant the hospitalized child and their family were more likely to be cared for by a paediatric nurse than at any time in the past. Without the Platt Report directing policy at national level from the 1950s onwards it is unlikely that these changes would have taken place. It is still relevant to today's practice and continues to be quoted in policy reports aimed at improving care and services (Bristol Royal Infirmary Inquiry, 2001; Department of Health, 2003) This paper has shown how trends at national and international level in the care of the hospitalized child have resulted in parental participation in developed and developing countries and that research has informed our thinking in relation to this, if not our actual practice (Franck and Callery, 2004) . The 50th anniversary of the Platt Report has given us an opportunity to reflect both on our past and future, not only in relation to the UK but worldwide. If we are to provide care that meets the needs of hospitalized children in the 21st century we now need to focus our efforts on seeking their perspectives to inform practice.
